*Sir*---We read with interest the article by Lu *et al.* in the Journal. The authors stated that chest computed tomography (CT) is a key component in the diagnostic work-up for patients with suspected 2019 novel coronavirus (COVID-19) infection[@bib1]; however, studies have shown that the patterns of COVID-19 infection on CT are non-specific and variable, ranging from normal to abnormal with no correlation to timing of positive viral detection.[@bib2] It is based on this evidence that the Centers for Disease Control and Prevention (CDC) state that the chest radiograph or CT alone is not recommended for the diagnosis of COVID-19.[@bib2] The American College of Radiology (ACR) also does not recommend CT for screening or as a first-line test for diagnosis of COVID-19.[@bib3] Recently, the European Society of Paediatric Radiology (ESPR) taskforce has written similar guidance echoing that imaging should not be used routinely for the diagnosis of COVID-19 in children, but reserved for cases where results are anticipated to alter the management.[@bib4]

We note that CT was recommended as the major evidence of clinical diagnosis in HuBei province by the National Health and Health Commission of China (5th edition).[@bib5] It is unclear if this was targeted at the adult or paediatric population, but one would assume this was the former in view of the severity of disease in the adult versus the paediatric population. Although there may be different guidance in Guangzhou province, if the HuBei province recommendation was used, it may be the case that the authors had to perform CT in these children; however, the blanket application of this guidance to the paediatric population disregards the "as low as reasonably achievable" (ALARA)[@bib6] principle and the Image Gently Alliance,[@bib7] which advocates that when studies are indicated, they should be performed with the lowest radiation exposure that will allow diagnosis.

Although the study\'s patients all tested positive using the oropharyngeal test, they had relatively mild symptoms (one had a high fever of 39.1°C) and none necessitated intensive care admission. The patients\' mild clinical symptomatology did not, in our opinion, warrant CT. In particular, it is questionable if a chest radiograph was even justifiable in the one asymptomatic patient who remained asymptomatic with no clear/overt abnormality seen on both the chest radiograph and CT performed. Applying the British Society of Thoracic Imaging (BSTI)[@bib8] radiology decision tool for suspected COVID-19, at least two patients would not have had a chest radiograph, much less a chest CT. The follow-up CT exaiminations performed in two patients also goes against the ALARA principle and guidance from the Image Gently Alliance: one patient had rhinorrhea while the other had a low-grade fever (36.8°C) and cough. As these patients already had a radiographic abnormality, would it not be reasonable for follow-up with a chest radiograph instead of CT?

Lastly, we acknowledge that this was a retrospective study and understand the potential importance of identifying the radiological manifestations of COVID-19 in the midst of a world-wide pandemic; however, moving forward, we argue that the risk of radiation exposure to the patient outweighs the benefit of the additional information that CT provides in the treatment management pathway of COVID-19, which is predominantly supportive. In the paediatric population specifically, CT should not be considered in the diagnostic work-up of COVID-19.

Conflict of interests {#sec1}
=====================

The authors declare no conflict of interest.
